The authors report the case of a patient harbouring a spinal dural arteriovenous fistula adjacent to an intradural neurofibroma. Only the latter could be demonstrated by the diagnostic modalities employed. Such a coexistence proved misleading and two interventions were needed to cure both lesions. Only one report has appeared in the literature dealing with such a condition. The possibility of such a coexistence is stressed and mechanisms are discussed.
Case history
A 20 year old university student presented with right sided band-like chest pain of 3 years' duration. During the last 3 months, he experi enced weakness and loss of spatial control in his legs. The past medical and family histories were of no significance.
Neurological examination revealed a spastic paraparesis with a global leg power of antigrav ity. Sensation to pinprick and light touch was decreased below TlO on the right and TS on the left. loint position and vibration senses were absent below the knees. Reflexes were brisk at both knees and ankles. The plantar responses were extensor and there was bilateral ankle clonus. Anal tone was normal with the anal reflex slightly diminished. There was no cutaneous stigmata over the neuroaxis.
Plain xrays of the spine revealed no bony abnormality. An lohexol myelogram showed a small right sided defect at TS-9 intervertebral foramen level. T I-weighted magnetic resonance (MR) images were not contributory except for demonstrating a minimal enlargement of the spinal cord between T7 and T9, but after gado linium diethylene triamine pentaacetic acid (Gd-DTPA) injection a markedly enhancing mass on the right side of the spinal cord at TS level (Fig 1) could be demonstrated. The preoperative diagnosis was of an intra dural extramedullary mass. TS-9 total and TlO partial (upper) laminectomies were performed. The dura was tense and was opened through a midline incision. There was no tumour associ ated with the right TS root either intra-or extradurally. The swollen cord was pulsating with a grossly dilated coronal plexus over its dorsal aspect. When the right T9 root was explored extradurally a conglomerate of vessels around the root was observed. The vessels were piercing the dura in the axilla of the root. The nidus around the root was then coagulated and excised. The engorged coronal venous plexus shrank immediately. Histopathological examina tion of the nidus showed numerous dilated vessels with thickened walls (Fig 2) .
The patient showed signs of neurological im provement during the first 5 days postoperaSpinal dural arteriovenous fistula 679 tively while under steroid cover, and was able to walk assisted, but the spasticity did not disappear. As the dexamethasone dose was tapered off to 1 mg four times daily he became weaker with motor power the same as that noted on his admission examination.
Considering the possibility of the pathology diagnosed on MR scans being missed or less likely an epidural haematoma, the patient was then taken to theatre after having a repeat myelogram, which was the same as the preoperative myelogram. On reexploration, there was no haematoma, so we decided to extend the upper aspect of the exposure. A T7 total laminectomy was carried out, and then a midline dural incision. We found a grey purplish mass 6 mm in diameter over the right side of the cord. It was slightly mobile in caudal direction; it originated from the lower rootlets of the T7 root (Fig 3) . The tumour was extir pated in toto.
Histopathological examination revealed a cellular neurofibroma rich in vascular compon ents. Oval tumor cells with eosinophilic cyto plasm were arranged in bundles (Fig 4) .
The postoperative period was uneventful. The spasticity disappeared and motor power improved gradually in a week. A search for neurofibromatosis proved negative. Discharged free of deficit on the 10th day, he remains symptom-and recurrence-free at 2 years post operatively.
Discussion
Reports of patients with coexlstmg patho logies are rare but must be considered seriously. Discussions on these unusual cases are helpful guidelines to others so that they will not repeat similar mistakes either in the diagnosis or in the management of their patients. On the other hand, similar associations observed over time may end up creating a peculiar clinical presentation.
The challenges faced during the care of our patient reported here were two-fold. 
